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International medical practices

The modernisation of general practice in
the UK: 1980 to 1995 and beyond. Part II

Steve Iliffe

Aims of 1990 contract for GPs

* to give consumers better choice by
providing more information about
local services, increasing
competition between providers, and
making it easier to change doctors

* to make the terms of service more
specific, aiming at cloning the new
services already developed by better
practices throughout primary care

* to make the remuneration system
more performance related, so that
GPs would have an incentive to
respond more to both what patients
want and franchisors demand

* to strengthen GPs' contractual
relationships with the newly named
Family Health Service Authorities

* to ensure greater value for money in
the services provided through
general practice

Box 1
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The 1990 contract

A new contract for general practitioners (GPs), proposed by the Government in
1989' and implemented despite intense professional opposition in 1990, was an
example of the unilateral tightening of franchisee contracts by a franchisor
seeking standardisation of an increasingly diverse range of services, and with
hindsight seems an almost inevitable consequence ofthe changes that occurred in
general practice in the 1980s. The Government's intentions in proposing the new
contract are shown in box 1.

It met with a stormn of protest from many GPs and the revised version
negotiated by the General Medical Services Committee of the British Medical
Association was rejected by over 70% in a national ballot.
The 1990 contract had a range of provisions. It increased the proportion of

income derived from capitation fees from around 45% to 60%, and reduced the
size of the salary component as a proportion of total income. Other changes
included a capitation supplement designed to reward doctors for practising in
deprived areas or isolated communities, or for treating the very elderly. A
postgraduate education allowance was introduced as an incentive to engage in
continuing professional education, target payments were offered to those
organising systematic approaches to preventive medicine and capitation
supplements were added for undertaking child health screening. Sessional fees
were paid for health promotion clinics where the content was approved by the
Medical Advisor to the Family Health Service Authority (FHSA), and new fees
were introduced for minor surgery and registration checks - essentially a form of
case finding done at first contact with new patients. A two-tier fee structure for
night visits was designed to reward those GPs who did their own night visits (or
worked in a local, co-operative rota) and penalise those who used a commercial
deputising service.

Preparation of an annual practice report became obligatory. Full-time GPs had
to be available 26 hours a week for surgeries, home visits and clinics and they or
suitably trained members of the team were expected to offer elderly patients
(aged 75 and over) an annual domiciliary assessment of the individual's mental
and physical condition, and social environment. Patients aged 16 to 74 years not
seen and screened within a three-year period were to be invited to a dedicated
screening consultation.

Aside from the unilateral imposition ofthis new contract, GPs expressed concern
that this mixed package of incentives and obligations would impair the quality of
care by speeding up the consultation process, and that the emphasis on health
promotion and preventive medicine ran well ahead of the evidence. Many GPs
feared that the higher proportion of income derived from capitation fees would
result in larger lists and less time for individual patients. Many practices,
particularly those in areas of high population mobility, felt that they could not
reach the high targets for child immunisation and cervical cytology, and saw this as a
perverse incentive to stop these procedures completelybecause theywere no longer
financially rewarding. It was considered possible, therefore, that the contract could
widen the gap in quality of care between the best and worst practices.
The Government believed that more competition was needed within the

National Health Service (NHS) and had, therefore, required practices to make
more information about their services available to patients, as well as making it
easier for people to change doctors. This was seen as a potentially wasteful
diversion of resources and energy, since the consumerist model of healthcare still
did not appear to be the most appropriate one for general practice, even allowing
for the changes that had occurred in public attitudes and expectations during the
1980s. Most people still registered with their nearest doctor, knew nothing about
their new practice and showed little inclination to seek information.' Many only
registered when they were ill and those in greatest need of healthcare were least
likely to be able to 'shop around' for it.
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The emphasis in the new contract on preventive activities and health
promotion clinics also caused concern because of its potential impact on the
day-to-day care of patients. Although there is evidence that GPs can have a small
but significant impact in helping patients to give up smoking4 and reduce their
alcohol consumption,5 some preventive activities in the contract were of
unproven value. For example, stress management clinics could be reimbursed
but their rationale rested on limited evidence that biofeedback and relaxation
might reduce blood pressure and other cardiovascular risk factors.6 The lack of
scientific evidence for some activities that attracted fees led to the abandonment
of this form of remuneration in favour of incentives to develop practice data sets
of a limited range of risk factors (smoking, blood pressure, family history, diet
and BMI, exercise habits and alcohol consumption) and to structure health
promotion interventions designed to achieve the goals set in The health of the
nation7 around these data sets.8
A meta-analysis of studies on screening of older people has suggested that this

may result in an increased uptake of services and a reduction in mortality,9 but
the important components of a screening programme are still open to debate. It is
still not clear which elements of the elderly assessment in the contract will yield
sufficient useful information to make them worthwhile, nor whether population
screening is superior to opportunistic case finding.'0 It is also unclear how
effectively community services can respond to the increased demands that might
be made upon them as a result of the systematic assessment of the elderly
population.

The internal market and general practice

The 1990 GP contract was part of a broader reform of the NHS which includes
plans relevant to primary care in the White Paper Working for patients,"
according to which, larger general practices could apply to hold their own
budgets to obtain a defined range of services to hospitals. In effect, this meant
that some general practice franchisees could opt to extend their local autonomy
even further, at the price of running greater risks, in order to catalyse the internal
market in the NHS, where both hospitals and community services were being
shifted from a centrally managed structure onto the franchise basis pioneered in
general practice. Family Practitioner Committees were reformed on business
lines with a clear remit and accountability and became FHSAs, and prescribing
budgets were introduced into general practice to place downward pressure on
expenditure on medicines.

FUND HOLDING
Whilst a few GPs embraced the concept ofbudget holding with enthusiasm at the
outset," there was widespread concern about the possible adverse effects of
budget holding for practices and patients, including fears that equity of access to
services would be undermined and that the administrative structure required
would become a considerable extra burden for busy practices."3 Concern at the
threat to equity remains unabated, but the administrative overload has been
circumvented by cash support for investment in management skills and
information technology, so that an increasing number of GPs have been drawn
towards fund holding.

However, despite the expansion of fund holding to cover 40% of the
population by 1995, this innovation has become a policy problem for the NHS.
First hailed as a success,'4 it now seems dogged by limited advantages, high costs
and unintended consequences. So far the only area where fund-holders have a
demonstrable advantage over traditional franchisees is in reducing prescribing
costs.'5"16 This is a government objective, but success in cost containment tells us
nothing about either the quality of care, which may decline as medicine costs are
cut, nor the long-term economic costs of short-term savings on prescribing,
which may be considerable. "I
The economic costs of fund holding are substantial, and include both open

costs like management fees, subsidies for computerisation and administrative
costs in the practice from the billing and contract review processes, as well as
hidden costs like staff time in FHSAs, Trust hospitals and the Audit
Commission. The political costs may be equally significant, given the damage
done to equity by fund holders buying speedier treatment for their patients - 'fast
tracking' - and growing doubts about the fund-holding project's overall value.
Fund holding became so problematic for three reasons. Firstly, fund-holders

usually cannot act as ruthless purchasers. Not only is there a contradiction
between patient advocacy and resource rationing, but local providers may not
always be influenced by fund-holders' interests and choice of provider may be
limited or non-existent.'8 Secondly, fund-holders are as much a threat as an
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Factors viewed as important
by patients

* friendly and encouraging staffhaving
personal knowledge of them

* an unhurried doctor who listens
* being seen by the same doctor on
most occasions

* a nurse working on the premises
* rapid availability of appointments
* short waiting times

Box 2

opportunity for local health policy. Fund-holders' decisions about placing
resources are primarily budget-led because the pressure to avoid overspending is
so great. Overspent fund-holders may simply lack the money to adhere to wider
health policies. Finally, no school of general practice sees itself as simply having a
gatekeeper function, but fund-holding as currently pursued stresses the role of
the prudent gatekeeper. The costs of specialist care may be reduced by better
chronic disease management, and through primary and secondary prevention in
general practice, but the opposite may also be true. A mechanism that encourages
reduced referral or prescribing on the assumption that other forms of treatment
will develop to make this reduction possible is running far ahead of the evidence.

This came about because fund holding has developed as an ideological
construct, not a scientific hypothesis. Fund holding is an incentive evolved from
the Bosanquet and Leese micro-economic model of general practice develop-
ment"9 and has been promoted by 'ignorant experts' (Alan Maynard,
unpublished) but never tested in pilot studies, despite authoritative advice.20
Designed as a political solution to 'kick start' the NHS internal market, fund-
holding has become an end, not a means to an end.2'

This promotion of an untested economic mechanism meets the needs of some
GPs, since it addresses the division in British medicine between generalist and
specialist22 by attempting to invert the power relationship, whilst also touching on
the omniscience beneath the surface of generalism (generalists can do anything,
including determine the pattern of specialist care). It also creates a managerial
career option within general practice, in parallel with the vocational training
structure, the medico-political career path and the hierarchy of academic
practice. In a profession needing modernisation but locked within the uniformity
of franchising, fund-holding may represent a new opportunity for personal
development.

AUDIT
The proposals for indicative prescribing budgets are illustrative of the current
preoccupation with economic efficiency. There is a danger that economic
measures may take precedence over measures of quality of care in shaping the
development of general practice. Working for patients" proposed that a
comprehensive programme to audit the quality of medical care should be
developed. As part of this, a medical audit advisory group has been established by
each FHSA. GPs' terms of service will be amended to include a requirement to
participate in medical audit once satisfactory arrangements have been made
locally. However, few managers and doctors agree on what audit entails, how it
will work in practice, what it will cost and what its benefits will be.2' The National
Audit Office found that Family Practitioner Committees had no coherent
information strategy and relied for information on the quality and effectiveness of
services on complaints, formal and informal contact with practitioners and
comments from Community Health Councils.24

The future

The wide range of services and quality of care provided in general practice has
been a source of concern to many health professionals, as well as to politicians
and the public. It is unlikely that any future government will return to a situation
in which general practice is not monitored and regulated by contractual
mechanisms to ensure a more uniform quality of care. The logic of the franchise
model appears inescapable. There is evidence, however, that the attributes
considered important by patients are considerably different from those given
priority by government (box 2).25 Nor are they closely related to the
characteristics fostered by the 1990 contract. Amongst the criteria originated
by government, only health checks for adults (which were later abandoned) and
regular screening for cancer were widely considered to be important.

Discussion about quality of care tends to focus on the structure of premises
and staffing levels or the process of care such as the recording of important data
in medical records or the use of particular investigations. Only a small proportion
of research in general practice is directed towards assessing the outcome of care,26
but the need to develop a comprehensive set of outcome measures has been
acknowledged.27 Clearly there are considerable problems in developing such
measures, particularly in primary care where many problems are self-limiting,
many patients present with problems which are difficult to define, and the
number of patients with any single major medical condition seen in a given year
are limited. Nevertheless it should be possible as a first step to measure the
process of management of some common chronic medical conditions such as
hypertension, diabetes and asthma using indicators such as blood pressure, blood
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Possible tasks of a GP
consortium

* monitoring the state of health of the
practice population and producing
an annual report comparing local
with regional and national health
statistics

* surveillance of local environmental
hazards and infectious diseases

* planning of care, including
maintaining chronic disease and
disability registers

* auditing the effectiveness of
preventive programmes

* evaluating the effect of medical
intervention on the population -
perhaps through a network of
research practices

Box 3

glucose and/or glycosylated haemoglobin, and peak flow rate, respectively.
Comparisons within a single practice over time may be a useful indicator of the
effectiveness of changes in practice organisation, and audit of this kind will
probably become obligatory in general practice in the near future.

GUIDELINES AND AUDIT
Management of chronic medical problems in the community would be enhanced
by the use of guidelines which are acceptable to hospital doctors, GPs and, where
relevant, other health professionals.28 Such guidelines should be regularly
updated and modified in the light of local experience and could be incorporated
into local postgraduate and continuing medical education programmes and
could also form the basis for part of the audit programme of FHSAs and
purchasing authorities. Peer review of referrals to specialists and of the
management of disease may also be a catalyst for improving care.29

Services which practices are expected to provide should be properly tried and
tested. The compulsory introduction of untried procedures increases workload
without adequate justification and makes it more difficult to evaluate the usefulness
or otherwise of such procedures because it then becomes impossible to conduct
controlled trials. Policy decisions which affect theNHS should be implemented on
an experimental basis where possible to test their effectiveness and feasibility
except when the information is available from previous well-conducted studies.

Although GPs have reacted negatively to large parts of the NHS reforms,30
there is now broad acceptance of the role of FHSAs in monitoring workload,
prescribing and referrals. Morrell has suggested3" that an audit committee
appointed by the FHSA should assess each practice on the basis of: premises,
equipment, records, team work, services, teaching and research, contribution to
the NHS. The assessment of the audit committee together with an annual report
from each practice would form the basis of a grading from 1 to 5 on which the
basic practice allowance would be calculated.

MANAGEMENT OF PRIMARY CARE
Although FHSAs have been given greater responsibility for planning primary
care, they have little tradition of planning and there is a need for them to acquire
individual members of staff with epidemiological and planning skills. There is a
role, for instance, for doctors with a training in general practice and epidemiology
as consultants to FHSAs. This may be the resting place of the new kind of doctor
advocated by Tudor Hart,32 who will be aided by their fellow GPs' use of
morbidity data bases held in their practices. Rapid developments in technology
are occurring which are making it possible for practices to undertake a range of
investigations not previously within their reach. Critical evaluation of such
technology will be necessary if it is to be used appropriately. Closer co-operation
between FHSAs and purchasing authorities, as well as local authority social
services departmnents and voluntary organisations will be necessary if compre-
hensive care is to be provided.33

There are a range of impediments to effective collaboration including
differences in organisation and culture of the independently contracted GP
and the salaried employees of the Trusts. With the more explicit contractual
obligations of GPs, it should be possible to identify those areas in which
individual practices agree to provide services and thus to avoid unnecessary
duplication or gaps in services. In those practices which do not intend to provide
a paediatric surveillance service, for instance, it might be possible to 'attach' a
clinical medical officer to the practice. In Newcastle upon Tyne, the Local
Medical Committee and the Community Health Services Management Team
have published a joint statement of intent.34 Initiatives such as this, which
proposes co-operation on specific issues, could form a useful model planning
primary care elsewhere in the country.

ACCOUNTABILITY
It has been suggested that GP groups might eventually serve neighbourhood
units of 10 000 or so envisaged by the Cumberledge Report as a planning unit for
community nursing. As this is about the size of an electoral ward the possibility
exists of creating a locally elected machinery of accountability.32 This GP
consortium could function as a medical officer of health for their own practice
population.35'36 Possible tasks for such a group are listed in box 3.

DEPRIVATION
The targets for Health for all in Europe include a commitment to give special
attention to high-risk, vulnerable and underserved individuals and groups. In the
UK, these include the mentally ill and mentally handicapped, the frail elderly, the
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physically disabled, alcohol and drug abusers, patients with HIV and members of
some ethnic minority groups. There is a need to develop explicit co-ordinated
policies for these groups and description of the practice strategy for such groups
should be a part of practice reports. Similarly, a more explicit commitment to
reducing inequities in health will be necessary to achieve the goal of reducing, by
at least 25% by the year 2000, differences in health levels between different
population groups within countries. In the UK, social class differences in
ischaemic heart disease mortality are widening."7 There are wide differentials in
infant mortality by social class and immunisation rates are lower amongst lower
social classes."8

It has been shown that a sustained campaign by a primary healthcare team can
raise the uptake of preventive care of patients in a severely deprived area to a level
which in some cases exceeded that of a neighbouring community which was
better endowed. Such an approach required an opportunistic strategy supple-
mented by a written communication on two occasions and involved health
visitors in encouraging attendance. Extra clerical staff were needed to mount the
programme.'9 Although the deprivation allowance goes some way towards
recognising the increased workload for GPs in deprived areas, a clearer
commitment to reducing inequities is needed.

Options for change

There are several broad themes which are prominent in discussion of the future
of primary care. One of these is the balance between competition and co-
operation. Increasing competition between hospitals and between practices may
reduce the potential for clinical collaboration, for instance between hospital and
community services. Competition between Health Maintenance Organisations
(HMOs) in the US promotes more cost effective and efficient care but in the UK
the situation is very different. Healthcare expenditure is less than 40% that of the
US per capita and there is state health provision for the whole population. HMOs
can reduce their workload and costs by taking on a predominantly fit, relatively
young population, whereas the Health for all approach emphasises the importance
of catering for hign risk and vulnerable groups.
A co-operative approach can most effectively identify the appropriate balance

of care between hospital and community and is likely to make most efficient use
of limited resources, avoiding unnecessary duplication and excessive emphasis on
procedures at the expense of communication with and caring for patients.
Greater emphasis could usefully be directed towards improved mechanisms for
co-operation within the NHS, rather than fostering a superficial spirit of
competitiveness which will favour the articulate well, rather than the vulnerable
sick. Complacency in the NHS could be countered by adopting targets at
practice, FHSA and purchasing authority level which provide evidence of serious
intentions to improve care.40

Because fund holding is closest to the HMO model, and has become a policy
problem, its future is uncertain. A moratorium on recruitment to fund holding is
needed so that its cost-effectiveness can be evaluated,4' with a realistic time-scale
for such evaluation, probably of about three to five years.4" Pilot projects in
advanced fund holding practices will demonstrate whether purchasing all
services, including social care, can make a difference to public health and the
quality of specialist services. Complex questions need to be asked about
outcomes for patients, rather than just about cash-flows, and fund holding needs
to be measured against its alternatives to gauge its real value.4'

If fund holding is not to be the answer for the development of general practice,
would other types of incentives help expand the range of primary care services
and improve their quality? Response to economic incentives can be very variable,
which has prompted some analysts to propose that management interventions are
needed to deal with family doctors who fail to respond 'rationally' to economic
incentives.44 Others regard the development of teams working from purpose
designed premises in 40% of practices, over one decade, as evidence of a strong
response to incentives.45
The economic incentives in the 1990 contract are complex, with a mixture of

positive and negative incentives in the same package. For example, targets for
immunisation of children and for cervical smear testing have been achieved faster
than anticipated, not only through target payments but also because practice
incomes were threatened by the reduction in basic practice allowance. These
complex incentives seem to be powerful, but it is unknown whether they raise the
health status of the population as much as they do the income of the practice.
Incentives may have the perverse effect of increasing inequalities in healthcare,
either through the unequal provision of services or through their unequal uptake.
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Single-handed practices responded less than bigger practices to the health
promotion clinic incentives,46 yet it is frequently the areas that these practices
serve that need disease prevention most. Even if incentives can be designed which
overcome this perversity, people also respond in different ways to inducements to
improve their health, so that inequalities in the uptake of cervical cytology tests
and other health promotion activities will persist within practice populations.47
The increased emphasis on capitation payments and incentives for health
promotion activity may also be creating a bias against the ill.48
The quality of the activity stimulated by incentives may not be high. The

growth of minor surgery in general practice is an example of incentives
promoting quantitative rather than qualitative improvements in care. Increased
numbers of skin lesions have been removed by GPs, some of them malignant.
Incomplete excision occurs more often with those GPs who took up minor
surgery after 1990,49 but the proportion of skin lesions with incomplete excision
is also increasing as time passes.50 When an under-skilled workforce attempts to
meet the demand, but only partially succeeds, the potential exists for an increase
in workload for specialist surgical services, which have to respond to treatment
failures. Much ofthe substantial increase in minor surgical procedures performed
in general practice after the introduction of the new contract has occurred
amongst patients who would not otherwise have been referred to specialists.5"
American experience of incentives for doctors suggests that they increase the

intensity of medical practice,52 but in the UK context increased time given to
patient contact and reduced time allocated to other work, like education and
communication, is seen as a threat to the quality of medical care.5' The
organisation of general practice, including the incentives built into it, has less
impact on how doctors work than the characteristics of the population and the
local economy.'9'54 Incentives may become over-valued as an approach to
promoting innovation and growth at a time when adequate resources for the
development of general practice are not available. Enhanced funding for primary
care may be the necessary precondition for the kinds of developments now being
sought. Tighter management of general practice, with re-accreditation and short-
term contracts might be necessary to guide rapid development of the discipline,
but these would be the price that doctors would have to pay for more resources.
A recent discussion paper on the future of general practice55 attempts to

outline a new way of working in primary care. It contains three basic arguments.
Firstly, GPs can only avoid the imposition of quality control by NHS managers
by promoting peer-controlled re-accreditation and audit. Nevertheless increasing
managerial control of general practice is here to stay. Finally, the profession
should negotiate a more favourable contract that emphasises quality of care.

Acceptance of quality of care as a central concern would be the final defeat of
the traditional defenders of general practice, coming as it does some 15 years
after the Royal College of General Practitioners dared to speak of unacceptably
low standards of practice,56 and nearly a decade after the eulogies of General
practice: a British success.57 However, bad practice is hard to face and it is easier to
find scapegoats than accept that the variable quality of primary care derives in
part from professional isolation, the rapid development of medical science itself
and the fatigue of being on a treadmill.
The GP-friendly contract outlined by Bogle55 emphasises the practice rather

than the individual GP as the provider, seeks to make delegation ofwork to other
professionals more secure, and dissects current workload into core general
medical services (within normal working hours), out-of-hours services, and
special services like minor surgery, dispensing and community care needs
assessment. Local negotiation would deal with local variations, and practices
would be given a budget for services, staff, prescribing and development. Quality
control would be established through regular practice review and professional re-
accreditation.

This may work in the rural and suburban areas where general practice is
already relatively well developed, but it seems less likely to work in the cities.
With the proposed model the best practices with the most ambitious programmes
for staff growth and service development will compete with their less organised
neighbours for resources. It is difficult to see how the new proposals will
eliminate variations in the quality of care; they may exacerbate them, as weak
practices become relative losers.
The problem of the increasing complexity of general practice medicine, and

the increasing demands made upon it, will not go away. An alternative strategy
identifies GPs' autonomy as the source of unacceptable variation in standards of
care,3 and emphasises management, planning and salaried general practice
integrated into a broader primary care framework.58 This approach may be more
practical than the traditional franchise structure in the cities, where complexity
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and demand may be highest and, if resourced adequately, may allow rapid
improvement in service quality. This strategy may yet allow GPs to escape from
the problems of an extending franchise. In a recent discussion document the
General Medical Services Committee reviewed the advantages and disadvantages
of a salaried service for GPs, and commented that previous arguments for and
against this option often had been exaggerated.59 A subsequent ballot of GPs
yielded a majority in favour of a salaried option, and more than 10% in favour of
a salaried service for all.60

Until now the idea of salaried general practice has never been accepted by the
majority of GPs," despite the fact that GPs in the armed services, working in
deputising services and as trainees are salaried.59 The US experience of salaried
family physicians working in HMOs suggests that there are advantages in
integrating care, maintaining technical skills and knowledge and avoiding
perverse incentives,6' but there are also opportunities for exploitation in profit-
driven organisations.6' In Britain most pressure for a salaried service has come
from doctors working in deprived areas with high workloads, facing high demand
from poor facilities.6' The new contract for GPs appears to have worsened the
circumstances of some doctors, especially women, and has renewed the call for a
salaried option.60'64'65

Although conceptual frameworks for evaluating the effectiveness of different
ways of remunerating primary care doctors have been discussed,66'67 there is only
scanty empirical evidence from trials of salary versus fee-for-service payment,68
and the results are equivocal. There is one precedent for a speedy and easy
transition to salaried status, in Sweden,69 but the lack ofgood evidence about the
efficacy of this form of remuneration necessitates careful study.

Conclusion

General practice in Britain cannot avoid further significant change, but whatever
organisational changes occur in the next decade, the essential features, such as
the defined list of patients, the gatekeeper role of the GP and the development of
the primary care team, are unlikely to be lost. A key question, however, is
whether primary care will conform to prevailing political and cultural values or,
by responding in a scientific spirit to current challenges, become the foundation
of a restructured NHS.
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Medical Anniversary

HANS CHRISTIAN JOACHIM GRAM, 13 SEPTEMBER 1853

Hans Christian Joachim Gram (1853-1938) was born in Copenhagen, son of a professor of
law. He qualified in medicine (1878) and joined Dr Carl Friedlander's department of
pathology in Friedrichshain in Berlin (1883) where he devised his technique for
distinguishing Gram-positive from Gram-negative bacteria. He returned to Copenhagen
where he became, in turn, professor of pharmacology and of medicine, wrote extensively,
and had a large private practice. Just before he died in November 1938, when he was 85
years, he published an article on the serum treatment ofpatients with type III pneumococcal
pneumonia. - DG James


